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Instructions
Send completed by mail to Ministry of Health, OHCAP, 77 Wellesley Street West, Box 751, Toronto ON  M7A 9Z9          or by email to OHCAP@ontario.ca.
1. Applicant’s Information (to be completed by applicant)
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1. Applicant’s Information (to be completed by applicant)
Sex
Applicant's Address
Are you diagnosed with hepatitis C (HCV)
Have you been compensated by any other program?
Did you receive a transfusion in Ontario during any or all of the following time period(s)
Hospital(s) where transfusion(s) occurred
Are you a hemophiliac?
If yes, did you receive blood products in Ontario during any or all of the following time period(s)
2. Physician Information (to be completed by applicant)
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2. Physician Information (to be completed by applicant)
Please provide the name(s) of the physician(s) you consulted who has direct knowledge of:
•         Your receipt of a blood transfusion
•         Your HCV infection
Business Address
If the applicant is less than 16 years of age at date of application, the form must be signed by a parent/legal guardian. 		If you are acting as a legal representative for the applicant, please sign below and indicate in which capacity.
I am parent/legal guardian / guardian/legal representative of the applicant, and confirm that I have the legal authority to sign this authorization and consent.
Upon completing this application, attach any document(s) to support your claim of eligibility which you currently have in your possession (e.g. letter from the blood agency or hospitals). Do not send originals.
File
Size (MB)
Delete
Total
References
3. Authorizations/Declarations
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3. Authorizations/Declarations
4. Authorizations and Declarations of the Personal Representative
To the Ministry
I hereby authorize the Ministry of Health, or anyone acting on its behalf for the purpose of administering the Ontario Hepatitis C Assistance Plan, to collect any necessary personal information to determine the eligibility of the estate for the Plan, from any of the physician(s) or hospital(s) named on this form, the hospital(s) named by the physician(s), the Canadian Blood Services or the Public Health Laboratories. I consent to the collection, use and disclosure of any personal information necessary to verify the afore mentioned information for the purposes of determining the eligibility to the plan. I understand that the Ontario Hepatitis C Assistance Plan may be administered by the Ministry and anyone acting on its behalf.
To the Hospitals and Physicians
I, the undersigned, hereby authorize the hospital(s) noted above to disclose to the Ministry of Health and anyone acting on its behalf for the purpose of administering the Ontario Hepatitis C Assistance Plan any medical or other information relating to my care in its possession and to provide the Ministry of Health and anyone acting on its behalf for the purpose of administering the Plan with copies of any medical records or notes, charts or other information relating to their care, and for so doing this is good and sufficient authority.
Collection of the personal information on this form is to determine eligibility for the Ontario Hepatitis C Assistance Plan. The authority for the collection and use of this information is the Ministry of Health Act, R.S.O. 1990, c.M. 26, ss. 6(1) and (2). For information about collection practices, please contact Executive Coordinator, 77 Wellesley Street West, Box 751, Toronto ON  M7A 9Z9 Telephone number 1-877-222–4977.
8.0.1291.1.339988.308172
Application for Ontario Hepatitis C Assistance Plan (OHCAP) – Applicant Form 
MOH
Application for Ontario Hepatitis C Assistance Plan (OHCAP) – Applicant Form 
0
	CurrentPageNumber: 
	NumberofPages: 
	TextField1: 
	initFld: 
	Section 1. Reason for transfusion(s): 
	Section 1. First Name. : 
	Section 1. Middle Initial.: 
	Section 1. Sex. Male. : 
	Section 1. Sex. Female: 
	Section 1. Sex. Other.: 
	Section 2. I am an Other legal representative. Specify Status: 
	date: 
	unitNo: 
	streetNo: 
	streetName: 
	Section 1. Current Address. Post Office Box.: 
	city: 
	province: 
	postalCode: 
	Section 1. Applicant's Home Telephone Number  : 
	Section 1. Applicant's Business Telephone Number: 
	Section 2. If the applicant is less than 16 years of age at date of application, the form must be signed by a parent/legal guardian. I am a Parent: 
	Section 2. I am a Legal Guardian: 
	dateDiagnosis: 
	Section 1. Did you receive a transfusion in Ontario during any or all of the following time period(s). On or before December 31, 1985: 
	Section 2. Did you receive a transfusion in Ontario during any or all of the following time period(s). January 1, 1986 – July 1, 1990: 
	Section 2. Did you receive a transfusion in Ontario during any or all of the following time period(s). July 2, 1990 – September 28, 1998: 
	Section 2. you receive a transfusion in Ontario during any or all of the following time period(s). All: 
	idNumber: 
	instrName: 
	dateDeath: 
	evalName: 
	delete: 
	Add Physician (+): 
	Are you a hemophiliac? Yes. If yes, Did you receive blood products in Ontario during any or all of the following time period(s). Yes, on or before December 31, 1985: 
	Did you receive blood products in Ontario during any or all of the following time period(s). Yes, January 1, 1986 – July 1, 1990: 
	Did you receive blood products in Ontario during any or all of the following time period(s). Yes, July 2, 1990 – September 28, 1998: 
	Section 2. I am an Other legal representative: 
	TelephoneNo: 
	Section 3. Authorizations and Declarations. Signature of applicant: 
	fileName: 
	fileSize: 
	fileID: 
	select: 
	totalFileSize: 
	Attach File: 
	Delete File: 
	saveForm: 
	Print: 
	Reset: 



